Introduction
This report presents selected estimates for 1982 of diagnosis-related groups (DRG) based on data from the Na tional Hospital Discharge Survey (NHDS). A similar report as been published for 1981.1 The current plan is to publish orts on DRGs regularly because they determine the reim rsement rates of Medicare inpatients, about 30 percent of all discharges from shofi-stay non-Federal hospitals.z Developed at the Yale School of Organization and Man agement, DRG's are being used by the Health Care Financing Administration, some States, and some third party payers to reimburse hospitals for inpatient care on a prospective basis.3 This approach to health care reimbursement operates on the principle that patients with similar medical conditions should receive similar care and use approximately the same amount of resources; therefore, in general a hospital should be reimbursed the same amount for each patient in a DRG. While there is variation h resource consumption among individuals within a DRG, these are expected to balance across all patients.
DRG's were developed under the guiding principle that "The primary objective in the construction of DRGs was a definition of case type, each of which could be expected to receive similar outputs or services from a hospital."4 Their formulation was accomplished using clinical judgment and statistical procedures that classifi patients by measuring resource utilization. The first step in this process was to cluster the universe of medical diagnoses into broad, mutually exclu sive categories. These groups were formed to be consistent in their anatomical or physiopathological classification, or in a manner in which they are clinically managed. Once these ajor diagnostic groups were formed, an interactive statistical gram (AUTOGROUP4) was used to fimther classify each ajor group into discrete DRG's. This process incorporated patient information regarding diagnoses (primary and secondary), procedures, sex, and age to explain maximally a patient's length of stay. In all, there currently are 470 DRG's.
Prospective reimbursement was authorized under the Tax Equity and Fiscal Responsibility Act of 1983. Under this act hospitals participating in the Medicare program were brought into this system beginning with their fiscal year as of October 1, 1983. The Health Care Financing Administration, which operates the Medicare program, is allowing several years for hospitals to make a transition to prospective reimbursement by adjusting DRG payments based on certain hospital character istics and geographic location. At the end of this phase-in period, care provided to a Medicare inpatient will translate into a preestablished payment based solely on the patient's DRG.
There is an important issue related to the NHDS and the implementation of this prospective reimbursement system how this system may affect the selection of a patient's principal di agnosis andlor comorbidities. Because the NHDS is designed to collect data on the morbidity of the hospital inpatient popula tion, any external influence on diagnostic practices may affect NHDS data. For example, two patients admitted to a hospital for treatment of chest pain-one diagnosed as having chest pain and the other diagnosed as having angina-will be placed into different DRG's and have different reimbursement rates. There is speculation that in cases such as this prospective rehn bursement may influence the selection of a diagnosis,3 which in turn may affect estimates produced ffom the NHDS. After prospective payment has been in place for a few years, it may be possible to examine trends in NHDS data and determine the magnitude, if any, of this type of effect.
The statistics in this report are based on data collected by means of the NHDS, a continuous survey conducted by the National Center for Health Statistics since 1965. Data for this survey are sampled from shofi-stay non-Federal general and specialty hospitals in the 50 States and the District of Columbia. The sample for 1982 contained approximately 214,000 medical records from 426 hospitals. The relevant variables required to produce DRG's (diagnoses, procedures, sex, age, and other variables) were abstracted from the face sheet of each sampled medical record, and NHDS data thereby could be used to prc duce national estimates of DRG's. These estimates maybe of value for hospitals to compare their experience with that of other hospitals. For this reason, statistics in this report are frequency estimates and associated average length of stay for DRG's by hospital bed size and region of the country.
Highlights
The frequency and average length of stay for the most common DRG's are presented by age, region of the country, and hospital bed size (tables 1-4). Age is dichotomized as under 65 years of age and 65 years of age and older. This allows a comparison with the Medicare population because Medicare covers most hospital costs for approximately 94 pecent of discharges 65 years of age and over. Tables 1 an  provide regional data, while tables 3 and 4 provide bed-s e data for these DRGs. Within each of these sets of tables, the first (tables 1 and 3) are for patients under 65 years of age, and the second (tables 2 and 4) are for patients 65 years of age and over.
By definition, some DRG's are only for patients in a spe cific age range. In such a case the DRG title and the table title (tables 1-4) together define the age group of the estimate. That is, the most restrictive case of either the table or DRG title determines the age group of the estimate. For example, "Dia betes, age greater than 35 years" in table 2 only refers to patients 65 years of age and over because of the table title; whereas, "Simple pneumonia and pleurisy, age greater than 69 years and/or substantial comorbidity and complication" in table 2 would not include a patient under70 years of age because of the restriction in the DRG title. The most common DRG for patients under 65 years of age was "Vaginal delive~ without complicating diagnoses" (table 1) , with an estimated 2.8 million discharges in 1982. "Cesarean section without substantial comorbidity and/or complication," with 649,000 discharges, also was among the st frequent DRG's in this age group. For patients 65 years ge and older (table 2), "Lens procedures" was the most a mmon DRG, 429,000, and "Atherosclerosis, age greater than 69 years and/or substantial comorbidity and complication:' 427,000, was the second most common DRG for the elderly.
The average length of stay for specific DRG's in the four regions of the country generally reflects the pattern found for all patients: the Northeast and North Central have the longest average length of stay and the West has the shortest. Regional length-of-stay differences were greater for patients 65 years of age or more than for younger patients. The West had an average length of stay of 5.0 days for patients under 65 years of age, and the Northeast had an average length of stay of 6.5 days, a difference of 1.5 days, or 30 percent greater. For older patients, however, the Northeast had an average length of stay 4.1 days greater than the elderly patients in the West (12.3 versus 8.2 days), a difference of 50 percent.
Overall there was a tendency for length of stay to increase with hospital bed size (table 3 and 4) for patients under 65 years of age as well as for older patients, but this pattern is not consistent for some of the individual DRGs for which average 1-4) allows hospitals to compare their experience with tha length of stay in small and medium-size hospitals is equal to or other hospitals. Whale comparison is tenuous on a case-b@ greater than the average length of stay in large hospitals (500 case basis, a hospital with an average length of stay 2, 3, or or more beds).
more days longer than the national average for a speciilc DRG The average length of stay associated with a DRG (tables may need to examine why it is so far from the norm. This kind The National Hospital Discharge Survey (NHDS) encompasses patients discharged from short-stay hospitals, ex clusive of military and Veterans Administration hospitals, located in the 50 States and the District of Columbia. Only hospitals with six or more beds and an average length of stay of less than 30 days for all patients are included in the survey. Discharges of newborn infants are excluded from this report.
The universe of the survey consisted of 6,965 short-stay hospitals contained in the 1963 Master Facility Inventory of Hospitals and Institutions. New hospitals were sampled for inclusion in the survey in 1972, 1975, 1977, and 1981 . The sample for 1982 consisted of 550 hospitals. Of these, 71 refused to participate and 53 were out of scope either because the hos pital had gone out of business or because it failed to meet the definition of a short-stay hospital. Thus 426 hospitals partici some specific DRGs also showed a reduction in average length of stay. However, length of stay in short-stay non-Federal hos pitals has been decreasing for over a decade (the average length of stay for patients 65 years of age and over was 12.2 days in 19725 compared with 10.1 days in 1982), and it will take more time to understand the effects prospective payment will have, if any, on hospital utilization. pated in the survey during 1982 and provided approximately 214,000 abstracts of medical records.
Sample design
All hospitals with 1,000 or more beds in the universe of short-stay hospitals were selected with certainty in the sample. All hospitals with fewer than 1,000 beds were stratified, the primary strata being 24 size-by-region classes. Within each of these 24 primary strata, the allocation of the hopsitals was made through a controlled selection technique so that hospitals in the sample would be properly distributed with regard to type of ownership and geographic division. Sample hospitals were drawn with probabilities ranging from certainty for the largest hospitals to 1 in 40 for the smallest hospitals.
Sample discharges were selected within the hospitals using the daily listing sheet of discharges as the sampling frame. These discharges were selected by a random technique, usually on the basis of the terminal digit or digits of the patient's medical 'r record number, a number assigned when the patient was ad mitted to the hospital. The within-hospital sampling ratio for selecting sample discharges varied inversely with the probability of selection of the hospital.
Data collection and estimation
The sample selection and the transcription of information from the hospital records for abstract forms were performed by the hospital staff or by representatives of the National Center for Health Statistics or by both. The data were abstracted from the face sheets of the medical records. All discharge diagnoses were listed on the abstract in the order of the principal one, or the first-listed one if the principal one was not identified, fol lowed by the order in which all other diagnoses were entered on the face sheet of the medical record.
Statistics produced by NHDS are derived by a complex estimating procedure. The basic unit of estimation is the sample inpatient discharge abstract. The estimating procedure used to produce essentially unbiased national estimates in NHDS has three principal components: inflation by reciprocals of the probabilities of sample selection, adjustment for nonresponse, and ratio adjustment to fixed totals. These components of esti mation are described in appendix I of two earlier publications.6,7
Diagnosis-related groups
The diagnosis-related groups (DRG's) used in this report were produced using the most current DRG program available at the time (summer of 1983). This is a computer program that groups patients into DRG's based on diagnostic, surgical, and patient information. The program is maintained and is com mercially available at Health Systems International (DRG Support Group, 100 Broadway, New Haven, Corm. 065 11). However, the actual program used to produce estimates in this report was obtained from the Health Care Financing Admin istration.
To help interpret the data in this report, two points are worth mentioning. First, the entire NHDS file was used to produce estimates, including outliers. None of the data was excluded, or trimmed, because of an abnormally long length of stay. Second, the NHDS only codes three ICD-9-CM Class 4 procedures:g,g circumcision, code 64.0; episiotomy, code 73.6; and removal of intrauterine contraceptive device, code 97.71. In certain instances Class 4 procedures can alter the DRG designation for a patient. The effect of not coding these procedures in the NHDS on determining DRG's is un known, but probably quite small. In all other respects, the DRG's presented in this report are consistent with those in the Federal Register of Thursday, September 1, 1983.10 In publications from the National Center for Health Sta tistics using NHDS data, several schemes have been used to group patients into categories based on either their diagnoses or the procedures performed. These groups were developed to report general purpose statistics to the many users of NHDS
Sampling errors and rounding of numbers
The standard error is a measure of the sampling variability that occurs by chance because only a sample, rather than art entire universe, is surveyed. The relative standard error of the estimate is obtained by dividing the standard error by the esti mate itself and is expressed as a percent of the estimate. 
Tests of significance
In this report, the determination of statistical inference is based on the tvotailed Bonferroni test for multiple comparisons. Terms relating to differences, such as "higher" and "less," indicate that the differences are statistically significant. Terms such as "similar" or "no difference" mean that no statistically significant difference exists between the estimates being com pared. A lack of comment on the difference between any two estimates does not mean that the difference was tested and found to be not significant.
Definition of terms
Patient-A person who is formally admitted to the inpa tient service of a short-stay hospital for observation, care, diag nosis, or treatment. In this report the number of patients refers to the number of discharges during the year, including any multiple discharges of the same individual from one or more short-stay hospitals. r data, and any similarity between the titles of those categories and DRG titles is coincidental.
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Average length of stay-The total number of patient days accumulated at time of discharge by patients discharged during the year divided by the number of patients discharged.
Age-Patient's age refers to age at birthday prior to admission to the hospital inpatient service.
Discharge-Discharge is the formal release of a patient by a hospital; that is, the termination of a period of hospitalization by death or by disposition to place of residence, nursing home, or another hospital. The terms "discharges" and "patients dis charged" are used synonymously.
Geographic region-Hospitals are classified by location in one of the four geographic regions of the United States that correspond to those used by the U.S. Bureau of the Census: Bed size of hospital-Size is measured by the number of beds, cribs, and pediatric bassinets regularly maintained (set up and staffed for use) for patienty bassinets for newborn infants are not included. In this report the classification of hospitals by bed size is based on the number of beds at or near midyear reported by the hospitals.
